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Introduction
Postpartum period is the period that is associated 
with intense physical and emotional changes leading 
to anxiety and mood disturbances. There are three 
degrees of postpartum mood disorders, i.e., “baby 
blues”, postpartum depression (PPD), and postpartum 
psychosis.(1) Postpartum blues (PPB), otherwise “baby 
blues,” are comparatively milder in nature and are the 
most common one.(2) It generally begins 1 to 3 days after 
parturition and is distinguished by sudden mood swings, 
unexplained weeping, irritability and impatience, lack 
of sleep, crying spells, anxiety, loneliness, and a feeling 
of vulnerability.(3)

About 60–80% of all new mothers suffer from the 
PPB which rarely requires medication and normally 
subsides with support and education.(4) It is significant 
to carry out the follow-up, because up to 20% of these 
mothers are likely to progress to PPD and an adverse 
consequence on children’s cognitive growth.(5) The exact 
cause of PPB is not known, but various factors such as 
hormonal changes, sociocultural factors, economical 
conditions, and relationship conflicts have been found 
to be associated.(6)

Early diagnosis of PPB and identification of the risk 
factors involved will allow the healthcare provider to 
prevent it from developing into PPD. Hence, this study 
was conducted to assess the possible correlates involved 
in PPB in an urban society.

Materials and Methods
A survey was carried out among mothers within 2 weeks 
of delivery at a referral hospital in Bangalore after 
obtaining the approval from hospital authorities and 
ethical committee. Mothers within 2 weeks of delivery 
and in good health were included from the maternity 
ward and from outpatient department after obtaining 
the written consent. Women with debilitating illness, 
disabling mental disorders, alcohol dependence, and 
narcotic drug dependence were excluded from the study. 
Based on ICH-GCP guidelines, 130 subjects in the age 
group of 18–45 years were randomly screened.

Two questionnaires were used in this study. Subjects were 
encouraged to complete the questionnaires on their own 
with minimum assistance to avoid bias. First questionnaire 
was the Edinburgh Postnatal Depression Scale (EPDS), 
used to diagnose the PPB. The EPDS included 10 questions 
and each one is valued on a four-point scale with maximum 
possible score of 30.(7) The subjects who scored more than 
10 were considered to be suffering from “baby blue.” 
Second questionnaire was the maternal demographic 
questionnaire used to identify the correlates of PPB.

The statistical analyses used were descriptive analysis, 
Chi-square test of significance, and Fisher’s exact 
probability test. The association between the demographic 
variables and PPB was tested using chi-square test of 
significance and Fisher’s exact probability test. The 
statistical analyses were performed with the help of SPSS 
software version 11.

Results
Among the 130 women screened, 123 mothers fulfilled 
the inclusion criteria and were recruited in this study. 
Of the 123 women screened, 72 were diagnosed to 
have PPB, accounting for 58.5% prevalence rate. Most 
of the mothers were literate (91%) and housewives 
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(77%). About 9% of the mothers had previous history of 
miscarriage and 8% had a history of psychiatric illness. 
Two mothers had marked suicidal tendency (by EPDS).

EPDS score of 10 and above was seen in mothers with 
female offspring (69%, P<0.05), low family income 
(62%, P=0.05), and living in joint family (71%, P<0.001). 
Poor marital relationship (91%, P<0.001) and deficit 
of emotional-physical support (P<0.001) were also 
associated with PPB.

However, previous psychiatric illness, abortion, 
and obstetric complications did not have significant 
association with PPB in this study [Table 1].

Discussion
In India, the occurrence rate of PPB is in the range 
of 50–60%(8) and the prevalence of PPB in this study 
is found to be 58.5%. The rates vary depending on 
the screening techniques used and the type of study 
population.(9,10) Evidences from literature indicate higher 
rates of depression on using the EPDS for screening.(11)

Many women tend to hide the postpartum stress and 
bear it in silence due to the social stigma associated with 
this disorder.(12) There is 2- to 3-fold higher occurrence of 
the depressive symptoms among mothers within 5 weeks 
after delivery.(13)

This study demonstrates strong and consistent associations 
between many demographic and sociocultural variables 
and the PPB. Gender bias of the infants is a deep rooted 
cultural aspect existing in India, especially among the 
economically backward communities.(14) This study 
reveals this fact by showing that as high as 69% of the baby 
blue mothers are the ones who had given birth to female 
child. Mothers who are already having a girl child have a 
greater possibility of developing mental disorder because 
there are high expectations for a male child in the present 
conception.(6) There was remarkable association between 
family income and the baby blue. The baby blue was 
considerably high in mothers from low-income category 
(62%). It is obvious that the entry of a new member to 
an already economically struggling family could create 
enormous stress. Therefore, family planning counseling 
can be of important not only for spacing but also for 
economy management of the family. In a general Indian 
family setup, women are expected to stay with the in-laws 
and other family members with whom they face more 
stress.(15) This may be the probable reason accounting for 
71% baby blue mothers from joint families. It is evident 
from this study that unhealthy marital relationship is the 
outstanding risk factor for PPB (91%). Lack of emotional 
and physical support from the family was another vital 
risk factor recognized in this study which is in consensus 

with previous studies.(16) On the contrary, mothers with 
history of psychiatric illness and obstetric complications(17) 
did not give any significant association. Despite the 
fact that the literature often presents conflicting details 
regarding the etiology of postpartum mood disorders,(18) 
the physicians and the healthcare professionals are 
expected to identify the problem at the early stages and 
provide primary assistance. The early detection of this 
disorder is highly essential as it might affect the parenting 
abilities of mother and ultimately affecting the infant’s 
cognitive health.(19) This was a cross-sectional study, and 
follow-up studies with intervention would be remarkable.

Conclusion
Postpartum mood disturbances are the outcome of 
several sociocultural pressures faced by the women. 
Hence, these can be used as the indicators for early 
diagnosis of PPB and to initiate preventive measures.
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